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a  b  s  t  r  a  c  t
A  48-year  old  man  was  admitted  to our  hospital  because  of chest  pain  20 months  after  sirolimus-eluting
stent  implantation  to  his left  anterior  descending  coronary  artery.  A  coronary  angiogram  showed  a throm-
bosis  of the  stented  segment,  which  was successfully  treated  with  bare-metal  stent  implantation.  Oneeywords:
ptical coherence tomography
rug-eluting  stent
irolimus-eluting stent
month  later,  optical  coherence  tomography  (OCT)  demonstrated  late-acquired  incomplete  stent  apposi-
tion  (ISA)  in  the  stented  segment.  Additional  dilatation  was  performed  using  a 4.5  mm  balloon.  Eleven
months  later,  OCT  and  intravascular  ultrasound  images  revealed  recurrent  ISA as  a result  of progressive
vessel  remodeling.  Serial  observation  of  the  stented  segment  with  late-acquired  ISA  is  necessary  to  under-
stand  the  natural  course  of late-acquired  ISA and  to  establish  a therapeutic  strategy  for  late-acquired  ISA
after  drug-eluting  stent  implantation.
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Late-acquired incomplete stent apposition (ISA) is characterized
s a presence of gap between stent struts and vessel wall late (>6
onths) after stent implantation. Several studies have suggested a
ossible link between late-acquired ISA and very late stent throm-
osis (VLST) after implantation of drug-eluting stents (DES) [1].
A 48-year-old man  was admitted to our hospital because of
hest pain 20 months after sirolimus-eluting stent (SES) implan-
ation to his left anterior descending coronary artery. A coronary
ngiogram showed a thrombosis of the stented segment, which
as successfully treated with bare-metal stent (BMS) implanta-
ion under intravascular ultrasound (IVUS) guidance. One month
ater, coronary angiography was repeated due to treatment of
nother stenotic lesion in the right coronary artery. Optical coher-
nce tomography (OCT) and IVUS demonstrated late-acquired ISA
n the SES implantation site distal to the BMS  implantation site
Fig. 1A and D). Additional balloon dilatation using a 4.5 mm bal-
oon for achieving complete stent apposition of SES was performed
Fig. 1B and E). Eleven months later, OCT and IVUS images revealed
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recurrent late-acquired ISA as a result of progressive vessel remod-
eling (Fig. 1C and F).
Previous  studies suggested that local inﬂammation may  cause
positive remodeling, late-acquired ISA, and ultimately, VLST.
Because presence of malapposed stent struts without neointi-
mal coverage could be a nidus for thrombosis, additional balloon
dilatation was  performed in the present case. Progressive vessel
dilatation may  be caused by allergic reaction to the polymer of the
DES even late after implantation [2]. Therefore, treatment of late-
acquired ISA may  not necessarily reduce the risk for future VLST. On
the other hand, progressive vessel dilatation has been also reported
in stented segments without additional ballooning [3]. A patholog-
ical study demonstrated that medial necrosis was  observed after
SES implantation and could cause positive vessel remodeling [4].
Serial observation of the stented segment with late-acquired ISA
is necessary to understand the natural course of late-acquired ISA
and to establish therapeutic strategy for late-acquired ISA after
DES.
vier Ltd. All rights reserved.
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[ig. 1. Optical coherence tomography (OCT) and intravascular ultrasound (IVUS) i
).  After balloon dilatation, OCT revealed minimal incomplete stent apposition th
emonstrated recurrent late incomplete apposition (arrows) as a result of vessel di
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